[Prior to the delivery of the address the following illustrative cases were shown :?
in many of our most important operations, the final, limit to which Surgery can be carried."2 When Erichsen spoke those words, the surgery of the brain was in its infancy, the surgery of the endocrine system had hardly begun, the modern abdominal procedures in the surgery of the stomach, intestine, gall-bladder, and peritoneum were almost all in the future ; the modern surgery of the urinary tract had scarcely been thought of; operations upon the chest, as they are carried out to-day, seemed to be fraught with dangers too serious to contemplate.
And yet, with the example of Erichsen before him, and the predictions of others which have been falsified just as completely, Lord Moynihan is rash enough to venture upon a prediction, a prophecy, not greatly dissimilar. He has . made the claim recently " that surgery, in so far as its craft is concerned, has now almost reached its limit." 3 True,
Moynihan makes the distinction inherent in the word " craft," and is prepared to admit that surgery " as a therapeutic weapon and as a research weapon must still continue."
It is the old distinction between surgery, the science, and surgery, the art, and no doubt there is much to be said in favour of such a distinction.
But it is hardly possible to think of one without the other, or to imagine the one except in terms of the other; and if the one is to remain stationary it is not improbable that advance in the other must be checked.
It seems passing strange that one who has done much for the advancement of the art of surgery should be so despondent of its future; or at least should bring himself to believe that the climax of his art has now been reached?that there are no other worlds to conquer. Perhaps the strangest aspect of the prediction is that it should have been uttered at the very time when, to many of us, it seems that a new chapter has just been opened in the book of surgery, namely, that which deals with the surgery of the sympathetic nervous system. To be sure of his job, he did not simply cut the nerves, but took out a big section of the main sympathetic nerve trunk on each side. It was a bold, ticklish business. " Before she was off the operating table, this woman's feet had begun to get warm. When she woke up, her pain had left her. Brown applied his electric thermometer?15? up went the temperature of her skin. As Adson said, 4 The result was so dramatic, we could hardly believe our eyes.' The gangrenous ulcers at the tips of the toes healed in a few days, and the feet turned a good healthy colour.
Adson went ahead, getting the same marvellous results with other patients, and devised a new operation; going through the upper part of the back, cutting out part of a rib on the way, in order to cut out the higher bunches of sympathetic nerve cells, lying just below the back of the neck, that control the sympathetic nerves to hands and arms, so that he could cure them completely,?and he did. 44 Then there was another peculiar disease, which caused clots to form, and plug up the large blood-vessels to hands and feet. This incurable disease the doctors called thrombo-angitis obliterans. Were their gangrene, their pain, their deformity entirely due to these clotted vessels? Very well, there were vessels carrying blood by switches past those clotted arteries. They were not stopped up! Why then ? Brown suggested a neat trick to tell whether the nerve-ganglion-removing-operation would help these people or not.
Their hands were cold, their feet were cold, like those suffering from Raynaud's disease. Brown shot small doses of a vaccine of typhoid bacilli into the veins.
This gave them a chill, a quick, sharp fever. Some got no sensation of heat in their cold hands or feet; others got a tremendous rise in temperature, and their fingers and toes became dry and hot. 4 These are the ones to operate on,' Brown said. 44 It was a lovely prophecy. Sixteen (Fig. 3) . (Fig. 3a) (Fig. 4). M. S., aged 22 direction, without seriously aggravating discomfort or causing acute pain (Fig. 4a) . After a full course of anti-syphilitic treatment, it was resolved to resect the knee joint. This was done on 30th December, 1927. The joint was exposed by raising a horse-shoe flap, with its convexity downwards. There was considerable blood-stained fluid in the joint, the cartilages were much eroded, and there were considerable irregularities of the contiguous bones entering into the joint. The bone was soft and porous, and there was not much eburnation.
After removal of considerable sections of the femoral condyles, and of the articular surface of the tibia, the tibia and femur were fixed in close apposition by long osteotomy pins, and the usual after-treatment was instituted.
The patient was kept in hospital for over a year, and every effort was made to obtain bony union. This, however, showed no sign of development for several months, and, accordingly, on the 12th May, 1928?i.e., over four months after the resection?a peri-arterial sympathectomy was performed on the femoral artery at the apex of Scarpa's triangle. The artery was unusually small and its pulsation was poor. About an inch and a half of the adventitia was excised, and alcohol was injected at either end. It was noted that a temporary pallor of the foot followed, but that within a quarter of an hour this was replaced by a definite reactive congestion.
A week or two after the sympathectomy operation, there did seem, for a time, a much more definite attempt ai stabilization, and on 3rd September? i.e., four months after the sympathectomy operation?x-ray films seemed to show considerable new bone formation, especially about the inner aspect of the femur and tibia.
There were also projections of what seemed new bone, in front and behind, from the upper end of the tibia, suggesting the appearance of a pseud-arthrosis (Figs. 4b and c) .
The stabilization, however, was not well maintained, though later x-ray films showed further peripheral bony deposit. The contiguous ends of femur and tibia remained somewhat rarefied.
X-ray films on 30th May, 1929 (Figs. 4d and e) , showed even more peripheral new bone formation, both laterally and anteriorly, and the upper end of the tibia had assumed a concave shape, upon which the lower end of the femur rested. There was still no union.
The patient was given a walking calliper splint, which she still uses.
There is still no actual bony union, though the peripheral ossific deposit gives a fair degree of stability. The possibility of tuberculosis could not be dismissed with any confidence.
It should be said also that, for some months before admission, the sole and inner aspect of the foot had been affected by a troublesome dermatitis, which resisted all the usual methods of treatment. The joint was quite useless. Weight could not be borne, and all movements were painful. Amputation had been seriously considered (Fig. 5a ).
On the 31st August, 1928, a peri-arterial sympathectomy of the femoral artery at the apex of Scarpa's triangle was done. The adventitial coat was stripped for about *2 inches, and the separated portion was removed. Alcohol was injected at either end. Following operation, pain and tenderness of the ankle region almost at once disappeared. The patient had no doubt about it, nor had we. Passive movements of the joint could now be carried out without causing pain, and the same was true of active movement; nor has the pain ever returned since then. Repeated #-ray examinations were made. It cannot be said that these disclosed much change for some months, but later on the outlines of the bones became more clearly defined than they had been (Fig. 5b) 
